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The effectiveness of group work facilitated by health care professionals in long term conditions. A 
narrative review  
Margaret Jackson, Daniel Jones, Judith Dyson and Una Macleod 
Background: About 15.4 million people in the UK live with a long-term condition.  Seventy percent of 
health and social care spend is invested caring for this population.  Evidence suggests that group 
work interventions offer patient support, improved outcomes and reduce the costs of care.   
Aim: To review the current evidence base examining the effectiveness of group work in chronic 
physical disease where such groups are facilitated by health care professionals. 
Design and setting: Systematic review and narrative synthesis of studies of group-work 
interventions led by health professionals for adults with specified long-term illnesses.   
Method MEDLINE, Embase, PsycINFO and Cochrane databases were systematically searched using 
terms relating to group work and long term conditions.  Studies were included if they were RCTs 
with a control group that did not include group work. 
Results The 14 included studies demonstrate a high degree of heterogeneity in terms of participant 
characteristics, intervention, and outcome measures and are of varying quality methodologically. 
Tentatively, there appears to be some statistically significant improvements in psychological 
outcomes in the intervention groups and more positive than negative outcomes in quality of life 
measures.   
Conclusion There appears to be some benefits resulting from group participation in adults with 
chronic disease especially in psychological and quality of life parameters. However, results are mixed 
and some benefits short-lived. Some of the studies are small and the quality of studies is variable. 
There is a clear need for larger and better quality studies to explore this potentially important area. 
 
This study was funded by the Scientific Foundation Board of the Royal College of General 
Practitioners (Grant No SFB 2013-14) and is registered with Prospero, registration number 
CRD42017079708. 
Address for correspondence: Margaret Jackson, GP, Sleights and Sandsend Medical Practice, Iburndale Lane, 
Sleights, North Yorkshire, YO22 5DP. margaret.jackson13@nhs.net 
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INTRODUCTION 
Evidence  increasingly demonstrates the value of group work  to manage long term conditions (1, 2). 
Long-term conditions are placing a growing burden on individuals, their families and health care 
systems.  Around 15.4 million people in the UK are currently living with a long-term condition and 
care of this population accounts for 70% of the health and social care spend in England (3). Group 
work interventions may be a way to offer effective support, improve outcomes for patients and 
reduce costs to health and social care services.  
 
In England the Expert Patient Programme (EPP) launched by the Department of Health in 2001 is an 
adapted version of The Chronic Disease Self-Management Programme (CDSMP), devised by Lorig 
and colleagues (4) ?/ƚŝƐďĂƐĞĚŽŶĂŶĚƵƌĂ ?ƐƐĞůĨ-efficacy theory (5) and has been used and adapted 
widely as the basis for many lay-led and some professionally-led group projects. The CDSMP can 
improve the overall health of patients and reduce the number of hospital admissions (6).  
 
Professionally-ůĞĚŐƌŽƵƉƐĐĂŶďĞŚŝŐŚůǇƐƚƌƵĐƚƵƌĞĚ ?ǆĂŵƉůĞƐŝŶĐůƵĚĞƚŚĞ ‘'ƌŽƵƉŽƵƚƉĂƚŝĞŶƚŵŽĚĞů ?
used in the US (see, for example, the work by Sadur (7)) and the UK Pulmonary Rehabilitation 
programme (8). Other groups are based on the CDSMP and yet others adopt a much more 
psychological approach (for example, Herschbach (9)).  
 
The aim of this study is to review the current evidence base examining the effectiveness of group 
work in chronic physical disease with health professional facilitators. 
 
METHOD 
The search strategy was designed to identify all relevant literature relating to professional led group 
work interventions for long-term conditions.  Inclusion and exclusion criteria are illustrated in Figure 
1. Only RCTs and papers written in English were included.  An initial scoping search was undertaken 
to identify search terms.  Following this, MEDLINE, Embase, PsycINFO and Cochrane databases were 
systematically searched on 29th October 2017. A combination of Medical Subject Headings and 
ŬĞǇǁŽƌĚƐǁĞƌĞƵƐĞĚǁŚŝĐŚĨŽĐƵƐĞĚĂƌŽƵŶĚ ‘ŐƌŽƵƉǁŽƌŬ ?ĂŶĚ ‘ĐŚƌŽŶŝĐŝůůŶĞƐƐ ? ?dŚĞƐĞƚĞƌŵƐǁĞƌĞ
combined using Boolean operators (Appendix 1). Grey literature searches were conducted using 
OpenGrey. Reference lists of all full text articles were reviewed. No time restrictions were applied.  
One researcher undertook the search. Titles, abstracts and full text articles (n=91) were then 
reviewed by two researchers. Where there was disagreement regarding inclusion or exclusion of a 
paper a third researcher was consulted. 
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Figure 1. Inclusion criteria 
Participants Aged 16 years old or over with one or more of following long-term 
condition: heart disease, diabetes, stroke disease, lung disease, 
arthritis 
Intervention Health professional led face to face group work, minimum six sessions 
Control group Usual care or waiting list control.  
Outcomes Patient reported outcome measures (including measures of symptoms- 
somatic and psychological; self-efficacy; self-care, quality of life and 
health-related knowledge). 
 
Data extraction 
Data extraction involved using a bespoke form based on that used by Cochrane. Data extraction 
included the age, gender and ethnicity of participants and the location, group work setting, 
theoretical basis, type of professional leader and number and length of sessions.  All primary and 
secondary outcomes relating to health and wellbeing were extracted.  
Results 
In total 14 studies from 6 countries including 2578 participants were included (Figure 2).  
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Figure 2: Prisma Diagram (10)  
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Risk of bias assessment was conducted for all included papers (11). Studies were judged low, unclear 
or high risk based on seven methodological quality domains (figure 3).  Overall, although the 
methodological quality of the studies is mixed and there is some absence of reporting, they appear 
to be reasonably robust in terms of risk of bias.  For example, most of the areas of high risk were for 
blinding. Given the nature of the intervention (a health care practitioner delivered group) and the 
control (waiting list) it would not be possible to blind either participants or personnel.   
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Figure 3: Methodological Quality of included papers  
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Berg 1997 (14) 
       
   
Coleman 2012 (15) 
       
 Key  
Elzen 2007 (16) 
       
 Low Risk 
 
Grady 2014 (13) 
       
 High Risk 
 
Henry 1997 (17) 
       
 Unclear 
Risk   
Jonker 2015 (18) 
       
   
Kendall 2007 (19) 
       
   
Leibing 1999 (20) 
       
   
Lindroth 1999 (21) 
       
   
Ruesch 2017 (22) 
       
   
Rybarczyk 1999 (12) 
       
   
Scott 2004 (23) 
       
   
Smeulers 2010 (24) 
       
   
Zangi 2011 (25) 
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There was an extensive range of outcome assessment tools used (Appendix 2). Figure 4 gives an 
overview of the included studies. The studies cover a wide range of patient characteristics and of 
interventions. Many of the interventions are either loosely or more rigorously based on the CDSMP 
(14-16, 18, 19, 24). Others offer a range of other psychological interventions. The interventions are 
presented in accordance with the TIDieR Consort criteria (26).  
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Figure 4: Summary of included papers 
Study Sample  Intervention description1  
(duration)  
  
Theoretical  
Underpinning2 
Outcomes measured  Significant Findings3  
Berg 1997 
(14) 
55 adults with 
moderate to 
severe asthma 
prescribed 
inhaled 
medications 
 ?ŽƚŚĞƌƚŚĂŶ “ĂƐ
ŶĞĞĚĞĚ ?
bronchodilator
s) in the USA 
Asthma self-management 
program including education, 
skills training, relaxation 
techniques, psychological 
response and problem-solving 
skills.  Six 2-hour registered 
nurse led weekly sessions and 
self-monitoring.  No report of 
intervention fidelity.  
Self Wefficacy 
theory  
Metered Dose Inhaler 
(MDI) chronology to 
assess compliance, self-
reported compliance 
(measured when using 
inhaler), lung function 
(Spirometrics and peak-
flow meter), self-efficacy 
using SEAMS and self-
management using 
ASMAT. 
There was significantly better 
compliance in the intervention 
compared with control group in 
compliance according to the MDI 
chronology.  There was no significant 
difference in any other outcome 
measured.     
Coleman et 
al 2012 
(15) 
146 primary 
care patients 
with  
osteoarthritis 
of the knee in 
Australia  
dŚĞ “K< ?ƉƌŽŐƌĂŵŵĞ ?ĚŝƐĞĂƐĞ
specific self-management 
group) to improve self-efficacy 
and influence health 
behaviours.  Six, 2.5-hour 
sessions delivered weekly 
involving groups of 12 in a 
community venue and delivered 
by health care practitioners.  A 
fĂĐŝůŝƚĂƚŽƌƐ ?ŵĂŶƵĂůĂƐƐƵƌĞĚ
fidelity.   
Social 
Cognitive 
theory   
 
  
Pain and function 
WOMAC, Quality of Life 
SF-36, pain (Visual Analog 
Scale, measured weekly).  
Timed Up and Go test, 
hamstring and quad 
strength and knee range 
of motion (measured at 
baseline, 8 weeks and 6 
months).   
There were statistically significant 
improvements in the intervention 
compared with control group in pain, 
quality of life and function at both 8 
weeks and 6 months compared with 
baseline.   
Elzen et al 
2007 (16) 
139 older (>59) 
people with 
one or more 
Adapted Chronic Disease Self-
Management Programme 
(CDSMP) to improve self-
Self-efficacy 
theory 
 
Rand-36, Self-efficacy 
scale (GSES), and Self-
management behaviour 
No significant difference in any of the 
outcome measures between 
intervention and control groups.   
                                                          
1 According to TIDieR Consort parts a and b 
2 According to TIDieR Consort part b 
3 Presented according to outcome measure in figure 5 
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Study Sample  Intervention description1  
(duration)  
  
Theoretical  
Underpinning2 
Outcomes measured  Significant Findings3  
chronic 
disease 
(angina, heart 
failure, 
arthritis, 
diabetes, 
COPD or 
asthma) in the 
Netherlands  
efficacy and thus influence self-
management.  Six 2.5-hour 
sessions delivered weekly 
involving groups of 10-13 
ĚĞůŝǀĞƌĞĚďǇƚŚĞƐƚƵĚǇ ?ƐƉƌŝŵĂƌǇ
investigator.  A detailed manual 
assured intervention fidelity.   
 
 
measured at baseline, 
immediately after the 
course had finished and at 
6 months.   
Grady et al 
2014 (13) 
902 people  
with heart 
failure in USA 
  
A self-management 
ŝŶƚĞƌǀĞŶƚŝŽŶ “,Zd ? ?ŐƌŽƵƉ
counselling that provided 
coaching in self- management 
skills and problem solving.   
Eighteen 2-hour sessions 
delivered over a year by health 
professionals with advanced 
degrees.  Intervention fidelity 
was ensured by audiotaping 
sessions and reviewing a sample 
of 5%, monitoring data and 
monthly group leader meetings. 
(Powell et al 2010) 
No specific 
theory noted, 
however the 
intervention 
was 
underpinned 
with 
behaviour 
change 
techniques 
such as self- 
monitoring 
and cognitive 
restructuring   
Health Related Quality of 
Life according to QLI, 
Medical outcomes SF-36 
pre and post treatment 
and depression using 
GDS.  
No significant difference in HRQOL 
between groups or across time.  
Henry et al 
1997 (17) 
19 people with 
non-insulin 
dependent 
diabetes in 
Australia    
Cognitive Behaviour Therapy 
(CBT), stress management 
programme including relaxation 
and coping skills training.  Six 
weekly 1.15-hour group 
sessions conducted by a 
therapist.   
CBT  Self-reported scales of 
depression (BDI), anxiety  
(STAI) and daily stressors 
(Hassles scale), 
glycosylated haemoglobin 
(HbA1)  and fasting blood 
sugar all measured pre 
There were statistically significant 
reductions in the treatment compared 
with control groups for HbA1, BDI, 
anxiety, and stress.   
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Study Sample  Intervention description1  
(duration)  
  
Theoretical  
Underpinning2 
Outcomes measured  Significant Findings3  
and post treatment  
Jonker et 
al 2015 
(18) 
169 older frail 
people 
attending a 
day-care 
facility in the 
Netherlands   
CDSMP intervention, six weekly 
2.5 hourly sessions delivered in 
the day care facility.   
Self-efficacy 
theory  
Mastery (Pearlin Mastery 
Scale), Self-efficacy 
(perceived Self-Efficacy 
Scale), Depressive 
symptoms (CES-D), life 
satisfaction (using a two 
question author designed 
Likert scale), Value of life 
(VOL-scale). Pre and post 
intervention and at 6 
months follow-up.  
A significant improvement in mastery 
and depression in the treatment group 
post intervention but this was not 
sustained at 6 months follow-up.  
Kendall et 
al 2007 
(19) 
100 people 
who had been 
stroke 
inpatients at a 
large hospital 
in Queensland 
Australia  
CDSMP with the addition of a 
stroke specific information 
session.  Six weekly 2-hour 
sessions delivered to groups of 
10-15 by health professionals. 
Fidelity assured by structured 
course protocol.    
Self-efficacy 
theory  
SSQOL and self-efficacy by 
the SES collected at 3, 6, 9 
and 12 months.  
There were statistically significant 
improvements in the quality of family 
roles, self-care, work productivity and 
function in daily activities of the 
intervention compared with control 
group at time 3 (9 months).   
Leibing et 
al 1999 
(20) 
55 hospital 
out-patients 
with a 
diagnosis of 
rheumatoid 
arthritis in 
Germany 
CBT group treatment.  Twelve 
weekly sessions delivered by 
instructors with >5 years 
psychotherapeutic experience. 
Fidelity was ensured by tape 
recording and reviewing 
sessions.   
CBT Disease status (blood 
values, grip strength, 
swollen joints, HFAQ and 
medication use), pain (the 
affective pain score and a 
pain diary), psychological 
variables (STAI, DS, AHI, 
and BeCoMo).   
 
All measured at baseline, 
3 and 12 months other 
The treatment group showed 
statistically significant decrease in 
affective pain and increase in positive 
acceptance compared with the control 
group.     
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Study Sample  Intervention description1  
(duration)  
  
Theoretical  
Underpinning2 
Outcomes measured  Significant Findings3  
than the pain diary (four 
times a day for 12 weeks).   
Lindroth et 
al 1997 
(21) 
100 people 
with 
rheumatoid 
arthritis in 
Sweden  
dŚĞ “ƌŚĞƵŵĂƚŽŝĚĂƌƚŚƌŝƚŝƐ
ƐĐŚŽŽů ? ?ĂǀĞƌƐŝŽŶŽĨ^DW
tailored to the needs of the 
group.  8 weekly 2.5 hour 
sessions led by health 
professionals.   
Self-efficacy 
theory  
Pain (VAS). Perceived 
disability attitude towards 
disease and a list of 
questions to assess 
knowledge. Measure 
before and after the 
intervention and at 12 
months.   
There were improvements in 
knowledge, pain, self-confidence, self-
care, and quality of life in the 
intervention compared with the control 
group some of which were maintained 
at follow up.   
Ruesch et 
al 2017 
(22) 
26 psychology 
out-patients 
with long-term 
conditions and 
comorbid 
depressive or 
adjustment 
disorders in  
Germany 
STEpS CBT group treatment.  
Eight weekly sessions of 100 
minutes delivered by 
psychologists.   
CBT Depression (HADS-D) and 
global psychological 
distress (BSI) and health 
related Quality of Life (SF-
12) measured pre and 
post intervention and at 2 
month follow-up.   
The treatment group showed a 
statistically significant reduction in 
depression and higher quality of life 
post treatment.  Other than subjective 
physical health there was no sustained 
difference between groups at follow-
up.  
Rybarczyk 
et al 1999 
(12) 
178 people 
with at least 
one long-term 
condition and 
a (clinician 
judged) 
psychosocial 
problem in the 
USA   
Eight 2-hour classroom sessions 
delivered by a clinical 
psychologist and primary care 
physician, a 327 page home 
manual relating to sessions 
delivered and three relaxation 
audio tapes.  Alternatively, a 
home course where video tapes 
of the classes were given along 
with all other materials.  Fidelity 
was not reported.   
Underpinned 
by behaviour 
change 
techniques 
such as 
relaxation, 
cognitive 
restructuring 
and problem 
solving 
Medical Symptoms 
(MSCL), Pain (SF-MPQ), 
Anxiety (BAI), Depression 
(CES-D), health locus of 
control (MHLC), life 
satisfaction (LSI)     
Significant improvements in both 
intervention groups compared with the 
control group in MSCL frequency, sleep, 
pain, anxiety, depression and the 
multidimensional health locus of 
control scale.   
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Study Sample  Intervention description1  
(duration)  
  
Theoretical  
Underpinning2 
Outcomes measured  Significant Findings3  
Scott et al 
2004 (23) 
294 adults 
with one or 
more self-
reported long 
term 
conditions in 
the USA  
Cooperative Health Care Clinic 
(CHCC).  Monthly 90-minute 
group meetings held over a year 
that included health related 
topics and the opportunity for 
one to one 5-10 minute 
meetings with their physician.  
Led by a primary care physician 
and a nurse. Intervention 
fidelity was not reported.   
Not explicitly 
reported.   
Numbers of clinic visits, 
in-patient admissions 
emergency department 
visits, hospital, 
professional or home 
services (all recorded 
monthly), quality of life, 
self-efficacy and activities 
of daily living (at 24 
months).    
There was statistically significant 
difference in cost for fewer ED visits by 
interventions patients.  QOL was 
significantly greater in intervention 
compared with control patients, as was 
confidence in communicating with a 
physician.  
Smeulders 
et al 2010 
(24) 
317 hospital 
out-patients 
with 
congestive 
heart failure 
(CHF) in the 
Netherlands  
CDSMP, six weekly group 
sessions of 2.5 hours held by a 
cardiac nurse specialist and a 
patient with CHF.  Fidelity was 
ensured by following the 
CDSMP protocol.   
Self-efficacy 
theory 
Self-efficacy (GSES and 
CSSE), perceived control 
(CSS), self-care behaviour 
and quality of life 
(EHFScBS, RAND, KCCQ), 
anxiety and depression 
(HADS) at baseline, 
directly after the 
intervention, 6 and 12 
months.   
Statistically significant improvements 
were found in the intervention 
compared with control group for 
cognitive symptom management and 
cardiac specific quality of life.  Neither 
was sustained at 6 or 12 months.   
Zangi et al 
2011 (25) 
78 people with 
inflammatory 
rheumatic 
joint disease in 
Norway 
The vitality training programme, 
a mindfulness based group 
intervention delivered in 10 4.5-
hour sessions over 15 weeks 
with a booster session 6 months 
after the end of the course.  
Delivered by health 
professionals trained in 
mindfulness.  A facilitation 
manual supported intervention 
No specific 
theory noted, 
however the 
intervention 
was 
underpinned 
by 
mindfulness 
Psychological distress 
(GHQ-20), self-efficacy 
(Arthritis SES), emotion 
focused coping (EAC), 
pain, fatigue and disease 
activity (numerical rating 
scales from 0-10).  
Significant effects in favour of the 
intervention group were found post 
treatment and at 12 months for 
psychological distress, self-efficacy, 
pain, symptoms and emotional 
processing.   
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Study Sample  Intervention description1  
(duration)  
  
Theoretical  
Underpinning2 
Outcomes measured  Significant Findings3  
fidelity.   
14 
 
 
Analysis  
A narrative approach was taken to synthesis as recommended in circumstances of heterogeneity of 
the methods, interventions and outcome measures of the included papers (27) (Figure 5). This 
process comprises five stages: i) problem identification; ii) literature search; iii) data evaluation; iv) 
data analysis and v) presentation (28).  
15 
 
 
Figure 5. Themes (+ = statistically significant outcome - = no statistically significant outcome) 
 
 1. Somatic 
Symptoms & 
Physical 
Functioning 
2. Psychological  
Symptoms 
3. Self-Efficacy 4. Self-Care 5. Quality of Life 6. Knowledge (about 
illness/health) 
Berg 
1997 (14) - journal of daily 
asthma concerns 
including wheeze, 
cough, shortness of 
breath and chest 
tightness 
 - (SEAMS)  + post-treatment inhaler 
use (observed) 
- (ASMAT) ability to 
make good decisions in a 
variety of clinical 
scenarios (e.g. severe 
asthma attack)  
  
Coleman 
2012 (15) + Pain:  
WOMAC at 8 
weeks, not 
maintained at 6 
months 
SF36- body pain 
maintained at 6 
months  
+ (TUG), 
Hamstring strength 
and range of 
motion test (small 
improvements) 
maintained at 6 
   + (WOMAC- physical 
functioning & Total 
scores) & (SF36- 
physical function, role 
physical, vitality and 
social function) at 8 
weeks, maintained at 6 
months 
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 1. Somatic 
Symptoms & 
Physical 
Functioning 
2. Psychological  
Symptoms 
3. Self-Efficacy 4. Self-Care 5. Quality of Life 6. Knowledge (about 
illness/health) 
months 
Elzen 
2007 (16) - (RAND-36- 
physical 
component 
summary scale of 
the Dutch version)-  
- (RAND-36- 
mental component 
summary scale of 
the Dutch version 
- (GSES- Dutch 
version)  
- Self-management 
behaviour using scales 
developed by Lorig for 
the CDSMP- frequency of 
exercise, cognitive 
symptom-management 
(coping with symptoms 
scale) and (quality of) 
communication with a 
physician (self-reported 
scale)  
  
Grady 
2014 (13) - (SF-36 Physical 
Functioning scores)  
   - (QLI)   
Henry 
1997 (17) 
 + Anxiety (STAI), & 
Perceived Stress 
(Hassles scale)  
- Depression (BDI)  
- Coping ability 
frequency of 
hassles & perceived 
coping ability 
(Hassles scale)  
 
 
   
Jonker 
2015 (18) 
 + (CES-D) + (12-item version  + (Dutch version of  
17 
 
 1. Somatic 
Symptoms & 
Physical 
Functioning 
2. Psychological  
Symptoms 
3. Self-Efficacy 4. Self-Care 5. Quality of Life 6. Knowledge (about 
illness/health) 
depression scores 
at 6 months  
- Positive affect 
(CES-D- assessed 
separately using a 
specific subscale of 
the CES-D) 
of the perceived self-
efficacy scale)  
+ (abbreviated 
version of the Pearlin 
Mastery scale)- 
People with less 
education(A? 9 years) 
benefitted more 
Those with >9 years 
of education showed 
no significant effect. 
VOL-scale) at 6 weeks 
and 6 months  
Kendall 
2007 (19) 
  - (Lorig SES)   + (SSQOL-which 
includes domains 
measuring physical, 
psychological and social 
wellbeing)  at time 3 (9 
months) for family roles 
and fine motor tasks  
+ A trend towards 
significance (p= 0.05) in 
relation to work 
productivity and self-
care 
- Physical, 
psychological and social 
domains of the SSQOL  
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 1. Somatic 
Symptoms & 
Physical 
Functioning 
2. Psychological  
Symptoms 
3. Self-Efficacy 4. Self-Care 5. Quality of Life 6. Knowledge (about 
illness/health) 
Leibing 
1999 (20) - Disease activity 
+ (VAS) Pain at 
nine months 
follow-up  
+ Affective Pain 
Score  
+ (STAI, DS, AHI)  
+ anxiety 
depression and 
helplessness  
+ Coping (adapted 
BeCoMo) positive 
acceptance and 
resignation  
    
Lindroth 
1997 (21) + (VAS) pain at 3 
months, not 
maintained at 12 
months 
- (single question)  - (Swedish version 
of the AHI)  
perceived 
helplessness did not 
change 
+ (single question)- 
self-confidence at 3 
and 12 months  
+ (interview) joint 
protection behaviours at 
3 and 12 months and 
more home exercises at 3 
months 
+ (single question) 
capacity to ease pain at 3 
and 12 months 
+ (Swedish version of 
the Stanford HAQ) 
perceived disability at 3 
months, not maintained 
at 12 months 
 
+ (assessed on 5 key 
questions with yes or 
no answer options) at 
3 and 12 months.  
+ Change in 
knowledge about 
inflammation and 
different arthritis 
treatments  
correlated positively 
with a reduction in 
helplessness. The 
intervention group 
reported fewer 
problems due to lack 
of knowledge about 
disease  diet and 
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 1. Somatic 
Symptoms & 
Physical 
Functioning 
2. Psychological  
Symptoms 
3. Self-Efficacy 4. Self-Care 5. Quality of Life 6. Knowledge (about 
illness/health) 
physical therapy at 3 
and 12 months  
Ruesch 
2017 (22) 
 
 + (depression 
subscale of the 
German version of 
the HADS) 
immediately post 
intervention but 
not maintained  
- Global 
psychological 
distress (German 
version of the BSI- 
The Global Severity 
Index calculated 
the means of all 
items)  
  + Health-related 
quality of life (German 
version of SF-12): on 
mental composite 
scores immediately post 
intervention but not 
maintained  
 
+ On physical 
composite scores 
treatment group 
significantly improved 
at post-treatment  and 
follow- 
 
Rybarczyk 
1999 (12) - (MSCL) in 
frequency of 
medical symptoms 
+ (SF-MPQ & 
MSCL sleep, pain)  
+ (BAI, CES-D) 
significant decrease 
in anxiety and 
depression 
symptoms  
+ those defined as 
having clinical 
levels of anxiety  
+ (MHLC)-belief that 
chance factors 
influence health  
- internality, 
powerful others 
- Health behaviours  
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 1. Somatic 
Symptoms & 
Physical 
Functioning 
2. Psychological  
Symptoms 
3. Self-Efficacy 4. Self-Care 5. Quality of Life 6. Knowledge (about 
illness/health) 
- those defined as 
having clinical 
depression  
Scott 
2004 (23) - functional 
outcomes 
(advanced, 
household and 
basic ADLs- a 
composite measure 
derived from two 
established tools) 
 + communicating 
with physicians  
(scales drawn from 
Lorig) 
- managing their 
disease, doing 
chores, participating 
in social/recreational 
activities, and 
controlling/ 
managing 
depression(scales 
drawn from Lorig) 
 + 10-point self-
reported quality of life 
scale (QOL score) at 24 
months  
 
Smeulders 
2010 (24) 
 - (HADS)  + psychosocial 
attributes (GSES- 
Dutch version 
- Cardiac Self-Efficacy 
Questionnaire, 
perceived control 
(Pearlin Mastery 
scale),  
+ The Coping With 
+ self-care (EHFSCBS) 
short term effect not 
maintained at 6 and 12 
months  
+  (Rand-36, KCCQ, 
Perceived autonomy 
VAS and HADS) short-
term 
effect not maintained at 
6-month  
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 1. Somatic 
Symptoms & 
Physical 
Functioning 
2. Psychological  
Symptoms 
3. Self-Efficacy 4. Self-Care 5. Quality of Life 6. Knowledge (about 
illness/health) 
Symptoms Scale 
(Lorig) cognitive 
symptom 
management not 
maintained at 6 and 
12 months follow-up 
Zangi 
2011 (25) + Fatigue 
(assessed using 
Numerical Rating 
Scales) post-
treatment that 
improved at 12 
months  
 
- Effects in pain 
and the patient 
global assessment 
of disease activity  
+ (GHQ-20, EAC) 
psychological 
distress at 12 
months. In the 
intervention group4 
+ Emotional 
processing  
- emotional 
expression  
+ (pain and 
symptoms subscales 
from the Arthritis 
SES) self-efficacy 
pain (indicating 
better ability to 
manage pain)  
despite the lack of a 
significant 
improvement in 
symptoms.  
- Self-efficacy 
(general, cardiac, 
symptom 
management) 
+ self-care ability and 
overall well-being (10-
point NRS) 
maintained at 12 months  
 
  
 
 
                                                          
4 The number of subjects exceeding the GHQ-20 threshold of 23 (indicating significant psychological distress) was reduced from 13 (36%) at baseline to 2 (6%) at 12 months compared with 10 (29%) at baseline to 8 
(24%) at 12 months in the control group 
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RESULTS 
1. Somatic symptoms: In studies that measured pain as an outcome  (12, 15, 20, 21), all 
except  Zangi (25) demonstrate  statistical improvement in the intervention group 
compared with control. In some studies this effect is short-lived (eight weeks (15),  
three months (21)) whereas in others it persists( nine months (20)). In people with 
osteoarthritis of the knee functional parameters improved and were maintained at 
six months (15). A reduction in fatigue, maintained at nine months is observed in 
people with inflammatory joint disease (25).  There were no changes in  asthma 
symptoms (14), physical components of the Rand-36 and SF-36 measure (13, 16),  
 ‘dŝƐĞĂƐĞĂĐƚŝǀŝƚǇ ? (20, 25) and activities of daily living (23).  
2. Psychological symptoms: Most studies that evaluated this found statistically 
significant improvements in some psychological outcomes following group 
participation (12, 17, 18, 20, 22, 25).  Henry (17)  found improvement in anxiety and 
perceived stress, but not depression and coping ability. Jonker (18) reported 
improvement in depression but not in  ‘ƉŽƐŝƚŝǀĞĂĨĨĞĐƚ ?.Ruesch (22) found 
improvements in depression scores immediately post-intervention, not maintained 
at 2 months and ŶŽĞĨĨĞĐƚŽŶ ‘ŐůŽďĂůƉƐǇĐŚŽůŽŐŝĐĂůĚŝƐƚƌĞƐƐ ? ?ĂŶŐŝ (25) found 
ŝŵƉƌŽǀĞŵĞŶƚŝŶƉƐǇĐŚŽůŽŐŝĐĂůĚŝƐƚƌĞƐƐĂŶĚ ‘ĞŵŽƚŝŽŶĂůƉƌŽĐĞƐƐŝŶŐ ?,  maintained at 12 
months, but not in  ‘ĞŵŽƚŝŽŶĂůĞǆƉƌĞƐƐŝŽŶ ? ?>ĞŝďŝŶŐ (20) found positive effects in 
anxiety, depression, feelings of helplessness and some aspects of coping. Rybarczyk 
(28) improvement in anxiety and depression scores. Three studies found no positive 
psychological effect (16, 21, 24).  
3. Self-efficacy: Self-efficacy is a key foundation of the CDSMP (29, 30). Therefore it is 
not surprising that several studies have looked at the effect of their intervention 
upon self-efficacy. Six studies found some positive effect on self-efficacy following 
group intervention (12, 18, 21, 23-25).  Jonker (18) found improvements in self-
efficacy and mastery maintained at six months. This effect was seen in those with 
less high school education, but not in those with more education. Zangi (25) found 
improvements which improved between immediate post treatment analysis and 12 
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months. Other studies (12, 21, 23, 24) reached mixed conclusions on self-efficacy 
parameters, three (14, 16, 19) found no significant changes in self-efficacy measures.  
4. Self-Care: Six studies report the effect of group work on patient self-care (12, 14, 16, 
21, 24, 25). Improvements were seen in inhaler use (14), joint protection and 
exercise (21), capacity to ease pain (21), self-care in heart failure (24) and overall 
self-care and well-being (maintained at 12 months) (25). Three studies, however, 
found no significant effect on self-care in some or all of the parameters measured 
(12, 14, 16). 
5. Quality of Life: Six studies demonstrate statistically significant improvements in 
quality of life measures (15, 18, 19, 21-24). In some of these studies improvements 
are maintained at six months (15, 18) and 24 months (23). One paper did not find 
statistically significant QOL effects (13) but the control group had information and 
some telephone contacts with health professionals and improvement was seen in 
both treatment and control groups. 
6. Knowledge: Only one ƉĂƉĞƌƐƉĞĐŝĨŝĐĂůůǇŵĞĂƐƵƌĞĚĐŚĂŶŐĞƐŝŶƉĂƌƚŝĐŝƉĂŶƚƐ ?
knowledge (about rheumatoid arthritis) (21). There was significant improvement at 
three and 12 months and a correlation was seen between knowledge increase and 
reduction in helplessness. 
 
Duration of effects: six studies demonstrated most or all of their statistically significant 
effects at or beyond six months post-intervention (15, 18, 20, 22, 23, 25). There are both 
short-term (<six months) and longer term effects seen in >ŝŶĚŽƚŚ ?ƐƐƚƵĚǇ (21) whereas 
Smeulders (24) demonstrated predominantly short term effects only. The remaining studies 
either did not demonstrate any significant effects (13, 14, 16) or did not clearly specify time 
points of data collection (12, 17) ?ĂŶŐŝ ?Ɛ(25) study  demonstrates further improvement 
from immediately post-treatment to 12 months on several parameters.  
There were no adverse events reported.  
 
DISCUSSION: 
Our review included 14 papers that considered the effectiveness of group work facilitated 
by health care professionals for patients with long term conditions.  The included studies 
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covered a range of interventions and outcome measures.  Even when a specific outcome 
was measured (e.g. self-efficacy) a range of tools were used.  It is not possible to draw any 
conclusions about what specific intervention may be effective. The four studies that 
demonstrated the most improvements are those by Coleman (15), Leibing (20), Scott (23) 
and Zangi (25). These interventions are each very different: CDSMP, mindfulness, CBT and 
the US Group outpatient model.  
Our review was comprehensive in terms of no date limit on included papers but key words 
may not have been failsafe in procuring all the papers.  However, our citation searching was 
thorough and a significant number of the final papers were found this way.  The studies in 
this review are varied in terms of participant characteristics and intervention delivered 
which meant that meta-analysis was not possible.  The results of some included studies (12, 
14, 17) should be considered with caution due to the small number of participants, short 
length of follow up (seven weeks in one case(17)) and numbers of group hours offered (as 
few as nine hours(17)).  In some cases instruments used lacked validity (14).   Quality of 
included papers was of marked variability.  Some studies had areas of uncertain and some, 
high (12, 13, 18), risk of bias. The Cochrane review of lay led group work (1) experienced 
many of the above limitations and in particularly noted short term assessment of outcomes, 
mostly only up to 6 months.  
 
As the CDSMP is such a widespread intervention it is worth considering the results of the 
five CDSMP studies (14-16, 19, 24).  Improvements were found in treatment concordance 
(14), quality of life (15, 19, 24) and other outcomes such as somatic symptoms (15) and self-
care and self-efficacy (24).  This is consistent with findings from a RCT of a lay led CDSMP 
intervention (30) which showed  improvements at six months in health behaviours (e.g. 
exercise), self-reported health, social/role activities, and fewer hospitalizations and days in 
hospital. The Cochrane review of lay led group work (1) demonstrated improvements in self-
efficacy, self-rated health, cognitive symptom management and frequency of aerobic 
exercise.   
 
In terms of non-CDSMP interventions one of the most effective interventions appears to 
have been Zangi (25) which is a study based on mindfulness.   The improvements were 
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sustained and improved at 12 months post intervention. However in this study, perhaps 
significantly, there were many more hours of group time (45 hours) than the other studies 
(most were less than20 hours) suggesting a potential dose-response effect.   
 
Some interventions were theoretically underpinned and included theories such as Self-
Efficacy/social cognitive theory (29) and  Cognitive Behavioural Therapy (CBT) (31).   Both 
these approaches include constructs such as cognition, emotion, self-beliefs and mastery, 
personal and environmental factors.  Social Cognitive theory incorporates the concept of 
self-efficacy as a key component.  Self-efficacy is  ‘the belief in one's capabilities to organize 
and execute the courses of action required to manage prospective situations ? (29). A 
systematic review demonstrated that the CDSMP (underpinned by self-efficacy) led to 
increased physical exercise, less health distress, improved self-care and self-efficacy (18).   
There is some systematic review evidence of efficacy of CBT in long term physical illness 
(32). Our included studies demonstrated CBT to impact pain and psychological but not 
functional outcomes (20, 22).  It is feasible that whilst self-efficacy and cognitive constructs 
are useful, there may be additional  determinants at play such as attitudes, social influences, 
and motivation (33).  dŚŝƐƉŽƐƐŝďŝůŝƚǇŝƐƐƵƉƉŽƌƚĞĚďǇůǌĞŶ ?ƐƐƚƵĚǇ(16) where, despite there 
being no statistically significant findings the intervention was very popular amongst 
participants with very high attendance rates suggesting that the patient gains may not have 
been identified by the outcome measures used. There is also evidence that interventions 
that are tailored according to assessed determinants are more effective than those that are 
not (34).  
 
Overall we recommend professionally led group-based interventions to support people with 
long term conditions.  There were many positive outcomes reported.  However, based on 
the dearth of literature and the quality of included papers this recommendation is made 
tentatively.  Not all included papers underpinned their interventions with theory and we 
recommend this approach should be taken in the future in accordance with the NICE 
guidelines (35) and the guidelines for complex interventions development (36).   
 
Future research could usefully examine which specific elements of group interventions are 
useful, perhaps by comparing different group approaches in a similar population, and more 
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rigorous analysis of long term outcomes. Other questions to address are what qualities in 
facilitators produce greater impact on outcomes. 
To be able to evaluate group work with greater clarity (including meta-analysis) consistency 
in use of outcome tools is essential. There should be some evaluation of the relative merits 
of professional versus lay-led group work to include economic evaluation. We found only 
two studies that make comparisons between these (12,13).  They both studied the same 
intervention (the CDSMP) in people with arthritis and therefore cannot be generalised. 
Further consideration, including the economic impacts, of a possible  ‘ĚŽƐĞ-ƌĞƐƉŽŶƐĞ ?ĞĨĨĞĐƚ
would also be relevant. 
 
Conclusion 
tĞƐĞƚŽƵƚƚŽĂĚĚƌĞƐƐƚŚĞŚǇƉŽƚŚĞƐŝƐƚŚĂƚďǇĞŶŚĂŶĐŝŶŐĂŶŝŶĚŝǀŝĚƵĂů ?ƐƐĞůĨ-care skills within 
the context of a group facilitated by health professionals, their capacity to cope with and 
manage their health issues is enhanced.   This review supports the case that such groups can 
be beneficial for people with long term illness in improving pain, psychological symptoms 
and quality of life. But results are mixed and some benefits short-lived.  These results are 
potentially of interest to policy makers and providers. Were we to be able to better 
demonstrate the effectiveness of group work in long term conditions and to determine 
ǁŚĂƚƐƉĞĐŝĨŝĐĞůĞŵĞŶƚƐĂƌĞĞĨĨĞĐƚŝǀĞĂŶĚĂƚǁŚĂƚ ‘ĚŽƐĞ ?ƚŚĞŶƐƵĐŚĂĨŽƌŵĂt could become an 
important intervention in LTCs.  
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APPENDIX 1: Search strategy 
1     group work.ti,ab. (1063) 
2     patient support group*.ti,ab. (485) 
3     patient support program*.ti,ab. (183) 
4     ;peer support group*.ti,ab. (406) 
5     peer support program*.ti,ab. (310) 
6     group therapy.ti,ab. (3468) 
7     expert patient program*.ti,ab. (37) 
8     chronic disease self management.ti,ab. (474) 
9     self management program*.ti,ab. (1753) 
10     self management group*.ti,ab. (138) 
11     psychotherapy group*.ti,ab. (309) 
12     group processes.ti,ab. (368) 
13     self help group*.ti,ab. (1347) 
14     patient care team*.ti,ab. (336) 
15     online support group*.ti,ab. (299) 
16     voluntary group*.ti,ab. (115) 
17     online support program*.ti,ab. (12) 
18     health community.ti,ab. (1577) 
19     care meeting.ti,ab. (138) 
20     1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 or 17 or 18 or 19 
(12236) 
21     exp SELF-HELP GROUPS/ (8721) 
22     exp PSYCHOTHERAPY, GROUP/ (10932) 
23     20 or 21 or 22 (27489) 
24     long term illness*.ti,ab. (564) 
25     long term condition*.ti,ab. (1636) 
26     chronic disease.ti,ab. (33628) 
27     chronic illness*.ti,ab. (15077) 
28     self care.ti,ab. (16541) 
29     self management.ti,ab. (18169) 
30     multiple conditions.ti,ab. (838) 
31     multimorbidity.ti,ab. (2673) 
32     chronic care.ti,ab. (2714) 
33     exp CHRONIC DISEASE/ (120160) 
34     exp SELF CARE/ (55472) 
35     exp LONG-TERM CARE/ (1316115) 
36     24 or 25 or 26 or 27 or 28 or 29 or 30 or 31 or 32 or 33 or 34 or 35 (1500269) 
37     23 and 36 (13812) 
38     limit 37 to last 2 years (2294) 
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APPENDIX 2. Outcome Assessment Tools  
Outcome Assessment tool  
 
Abbreviation Used  
by 
Notes  
Arthritis Helplessness Index (37) AHI  (20) A 15 item scale measuring perceived loss of control  
Arthritis Self-Efficacy Scale (4)  Arthritis SES 
 
(25) Three subscales: i) Pain related Self-Efficacy (PSE), ii) function related Self-
Efficacy (FSE), iii) Other Self-Efficacy related factors (OSE)  
Asthma Self-Management Assessment tool  ASMAT (14) Developed from Asthma Self- management Competency tool (38) 
Beck Anxiety Inventory (39)  BAI (28) 21 item scale designed to measure the severity of anxiety  
Beck Depression Inventory (40)  BDI (17) 7-item self-report instrument composed of cognitive and affective symptoms of 
depression 
Bernese Coping Modes Tool (41) BeCoMo (20) Well validated instrument that assesses 30 coping modes using a structured 
interview.   
Brief Symptom Inventory (German version) 
(42) 
BSI (22) 53-item psychological self-report symptom scale developed from a longer 
instrument. Psychometric evaluation shows it to be robust. 
Cardiac Self-Efficacy Questionnaire (43)  (24) A scale with high level of validity measuring function and control symptoms  
Centre for Epidemiologic Studies 
Depression Scale (44) 
CES-D (12, 24) Widely used 20 item, self-report depression scale.  Tests well for validity and 
reliability.    
Coping with Symptoms Scale (45)  (16, 24) Based on the Lazarus-Folkman model of stress and coping, it assesses primary 
appraisal (perception of harm/loss) and coping thoughts and actions.  
Depression Scale, The (46) DS (20) Well validated 16 item instrument to asses depression 
European Heart Failure Self-care Behaviour 
Scale (47)  
EHFScBS (24) A valid and reliable self-care behaviour 12 item rating scale  
Emotional Approach to Coping Scale (EAC) 
(Stanton 2000) 
EAC  (25) Validated measure to assess ability to acknowledge and express emotions  
General Self-Efficacy Scale (48) GSES (16, 24) A 10-item psychometric scale designed to assess optimistic self-beliefs to cope 
with a variety of difficult demands in life  
General Health Questionnaire (49) GHQ-20 (25) A psychometric screening tool to identify common psychiatric conditions  
Hassles Scale (50)  (17) Validated predictor of concurrent and subsequent psychological  
symptoms 
Hannover Functional Ability Questionnaire 
(51)  
HFAQ (20) Well validated German 12 item instrument to assess functional capacity 
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Outcome Assessment tool  
 
Abbreviation Used  
by 
Notes  
Health Promoting Lifestyle Profile 
(modified) (52) 
HPLP (28) 48-item measure of health behaviours 
Hospital Anxiety and Depression Scale (53) HADS (22, 24) Validated scale measuring anxiety and depression  
Kansas City Cariomyopathy Questionnaire 
(49) 
KCCQ (24) Valid and reliable health status measure for patients with heart disease 
Life Satisfaction Index Short form (54) LSI (28) An 8-item version of the original instrument that has been shown to be reliable 
and valid in measuring subjective well-being. 
Medical Symptoms CheckList (55) MSCL (28) Includes 25 common physical symptoms (e.g. headache, numbness) 
Multidimensional Heath Locus of Control 
Scale (56) 
MHLC (28) 18 item instrument measuring scores for internality, powerful others and 
chance locus of control.  Good criterion and concurrent validity and reliability.  
Pearlin Mastery scale (57) 
 
 (18, 24) Seven-item instrument that assesses the extent to which a person perceives 
themselves to be in control of events and their perceived ability to manage 
them 
Perceived Self-Efficacy Scale (58)  (18) A well validated measure of general self-efficacy  (17 items) and social self-
efficacy (six items) 
Quality of Life Index (cardiac version) (59)  QLI (13) Well validated measure of satisfaction with various aspects of life- in this case 
1. health and functioning and 2. psychological and spiritual well-being. 
RAND (60) Rand-36  (16, 24) 36 item health survey  
Stroke Specific Quality of Life Scale (61) SSQoL (19) 49-item tool assessing HRQoL in Stroke patients  
Self-Efficacy scale  (62) SES (19) Self-Efficacy for managing chronic disease 
Spielberger State-Trait anxiety scale (63) STAI (17, 20) Well validated 20 item instrument to assess anxiety. 
Short-Form McGill Pain Questionnaire (64)  SF-MPQ (12, 20) 12 item Likert style instrument measuring affective elements of pain.  
Self-efficacy for Asthma Management 
Scale  
SEAMS (14) Developed for the purpose of this study 
Short Form (12 item) Health Survey, 
German version (65)  
SF-12 (22) A shorter version of the SF-36, shown to be comparably valid 
Short Form (36 item) Health Survey, The  
(66) 
SF-36 (13, 15) Patient reported survey of general health status  
Swedish version of the Stanford Health 
Assessment Questionnaire (67) 
HAQ (21) A valuable, effective, and sensitive tool for measurement of patient-centred 
health status.  
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Outcome Assessment tool  
 
Abbreviation Used  
by 
Notes  
dŝŵĞĚ “hƉĂŶĚ'Ž ?ƚĞƐƚ (68) TUG (15) A test of basic functional mobility for frail elderly persons 
Value of Life scale (69) VOL-scale (18) 12-ŝƚĞŵĂƐƐĞƐƐŵĞŶƚŽĨĂƉĞƌƐŽŶ ?ƐƐĞůĨ-rating of their valuation of life 
Western Ontario and McMaster 
Universities Osteoarthritis Index, The (70) 
WOMAC (15) Widely used, proprietary set of standardised questionnaires used by health 
professionals to evaluate the condition of patients with osteoarthritis of the 
knee and hip (including pain, stiffness and physical functioning of the joints).   
 
